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Abstract
A 30-year-old female with no significant past medical history presented to our labor and delivery ward for
induction of labor. Due to failure to progress, she was proceeded to cesarean delivery. Intraoperatively, it
was noted that her uterus was hypotonic; she required supplemental methylergometrine to control the
bleeding from the uterine atony. However, within three minutes of intramuscular (IM) administration, she
complained of chest pain. She then subsequently developed pulmonary edema in the postoperative care unit,
which required supplemental oxygen. She was found to have elevated troponin and brain natriuretic peptide
(BNP), along with radiologic features of fluid overload suggestive of congestive cardiac failure, which all
lead to the diagnosis of non-ST myocardial infarction. The patient had a normal computed tomography (CT)
pulmonary angiogram, echocardiogram, and serial electrocardiograms (ECGs). She was successfully
discharged from the hospital on postoperative day 4 with resolution of her symptoms and improving cardiac
enzymes. Cardiology outpatient follow-up was arranged.
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Introduction
Methylergometrine is a semisynthetic analog of ergometrine that has a long history of being used to prevent
or control postpartum hemorrhage [1,2]. Pharmacokinetic studies following intravenous injection have
shown that methylergometrine is rapidly distributed from plasma to peripheral tissues within two to three
minutes [3]. Methylergometrine prevents or controls postpartum hemorrhage through uterotonic effects at
the inner layer (archemyometrium) of the uterus, causing muscle contraction and direct vasoconstriction of
the uterine blood vessels [1]. It achieves its vasoconstrictive effects through partial antagonism of the alphaadrenergic receptors in the uterine blood vessels [1]. It is not well understood how it achieves its uterotonic
effects, but it is believed to be through its interaction with the Ca2+ receptors of the smooth muscle in the
archemyometrium [1]. Methylergometrine has multiple side effects, including asthma exacerbation, nausea,
vomiting, arrhythmias, hypertension, and coronary artery spasm [2].
There are six cases documenting methylergometrine-induced myocardial infarction in the setting of
obstetric procedures [4-9]. The patients range in age from 22 to 38 years old. In a majority of the cases, there
were no relevant cardiac risk factors or significant past medical history. The onset of symptoms ranged from
15 minutes after administration of methylergometrine to five days later [4-7,9]. The most common
presenting symptom was chest pain [5,7].
We report the novel case of a patient who developed chest pain within three minutes of intramuscular (IM)
injection of methylergometrine while under subarachnoid block for a caesarian section with subsequent
development of pulmonary edema in the postoperative care unit. Although coronary artery vasospasm is a
cited side effect of methylergometrine [10,11], there is limited literature in the clinical setting reporting
immediate chest pain within three minutes of administration of methylergometrine.

Case Presentation
A 30-year-old female with no significant past medical history presented for induction of labor for her first
pregnancy at 40 weeks of gestation with an uneventful pregnancy. An epidural catheter was inserted at the
L4-L5 level, and intermittent boluses of bupivacaine 0.0625% with fentanyl 2 mcg/mL were used to achieve
labor analgesia. To augment labor, oxytocin infusion was started at 2 milliunits/minute and gradually uptitrated to 30 milliunits/minute. After 12 hours of attempting to induce labor, a decision was made to
proceed to cesarean delivery due to inadequate cervical dilatation. Epidural anesthesia was achieved using 17
mL of lidocaine 1.5% with epinephrine 1:200,000. Sensory block was at the level of T4 dermatome. The
patient then required intermittent boluses of 5 mL of lidocaine 1.5% with epinephrine 1:200,000 every 15
minutes to maintain T4 level. The patient was hemodynamically stable with a heart rate ranging from 80 to
90 beats per minute and blood pressure ranging from 120/50 to 130/70 mmHg. The patient did not require
medications to support her blood pressure.
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The cesarean section proceeded without incident, and the newborn was successfully delivered 30 minutes
after starting epidural anesthesia. The placenta was delivered spontaneously with standard 20 units of
oxytocin infusion. During the closure of the hysterotomy, uterine atony was noted despite an additional
infusion of 20 units of oxytocin. Five and seven minutes later, additional doses of IM injection of
methylergometrine 0.2 mg followed by IM injection of carboprost 250 mcg were given, respectively. The
uterotonic choice was recommended by the obstetrician. The patient then reported to her husband and the
anesthesia provider that she felt chest pain three minutes after methylergometrine injection and peaked
after 20 minutes. A five-lead continuous electrocardiogram (ECG) monitor was negative for ST changes
during this episode, and the chest pain peaked at 20 minutes. Her vital signs were stable with a heart rate
ranging from 80 to 100 beats per minute, blood pressure ranging from 120/60 to 135/70 mmHg, and oxygen
saturation above 96% on 2 L nasal cannula. Chest auscultation did not show evidence of wheezes. She
additionally experiences an intraoperative episode of emesis and complained of shortness of breath after the
chest pain. The estimated blood loss at the end of the surgery was 790 mL.
In the postanesthesia care unit, the patient complained of worsening shortness of breath with an associated
drop in her oxygen saturation to a nadir of 90% on 2 L oxygen via nasal cannula. The patient then required
escalation of oxygen therapy to 8 L via a face mask to maintain oxygen saturation of more than 93%. Chest
auscultation showed decreased air entry over lung bases with fine basal crepitations. An ECG was performed,
which showed normal sinus rhythm without evidence of ischemic changes (Figure 1). A chest X-ray was
ordered, which showed a picture of fluid overload suggestive of heart failure (Figure 2). Laboratory workup
showed normal liver function tests, complete blood count including white cell and platelet counts,
electrolyte tests, and renal function tests. The initial troponin level was elevated at 47 ng/L and then peaked
to 60 ng/L (normal range: <19 ng/L) with an initial brain natriuretic peptide (BNP) of 1050 pg/mL (normal
range: <50 pg/mL).

FIGURE 1: ECG tracing of our patient.
ECG: electrocardiogram
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FIGURE 2: Chest X-ray of our patient showing the picture of the
pulmonary edema.
Red arrow: fluid in the transverse fissure; green arrows: Kerley B lines; blue arrows: cephalization of blood
vessels; green stars: fullness in the hilum

The patient was started on diuretics using furosemide 80 mg intravenous as the initial dose and then
intermittent doses of 20 mg intravenously, and pain control using multimodal pain control regimen. The
cardiology team was consulted, and the impression was either NSTEMI secondary to methylergometrine or
peripartum cardiomyopathy. Additional investigations were organized, including CT pulmonary angiogram
and transthoracic echocardiogram. CT pulmonary angiogram did not show evidence of clots in pulmonary
arteries; however, it showed bilateral pleural effusion and pulmonary edema (Figure 3).
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FIGURE 3: CT pulmonary angiogram showing bilateral pleural effusions
with no evidence of pulmonary embolism.
CT: computerized tomography; red arrows: pleural effusions; green arrows: pulmonary arteries

Transthoracic echocardiogram on the next day showed normal left and right ventricular systolic and
diastolic functions, without evidence of valve abnormalities or regional wall motion abnormalities. Patient
symptoms gradually improved in the next few days. Repeated ECGs were normal. Given her
symptom improvement and that the patient was able to ambulate without chest pain, the cardiology team
decided to follow her up in the outpatient clinic with a possible exercise stress test. The patient was
discharged home, and she is following up with the outpatient clinic at regular intervals.

Discussion
Our patient started having chest pain and shortness of breath within a few minutes after methylergometrine
injection while she was under epidural anesthesia, which got worse in the postanesthesia care unit. Another
differential diagnosis of this presentation includes peripartum cardiomyopathy, pulmonary embolism,
severe preeclampsia, postpartum fluid overload, pneumonia, bronchospasm, high level of epidural
anesthesia, and myocardial ischemia.
Our patient did not have a history of infective symptoms. Her laboratory workup, including white cell count,
chest X-ray, and CT scan, were not suggestive of any infective etiology. Pulmonary embolism was ruled out
given the CT pulmonary angiogram findings and transthoracic echocardiogram features. Severe
preeclampsia and hemolysis, elevated liver enzymes, and low platelet count (HELLP) syndrome were also
ruled out given the laboratory workup findings with lack of proteinuria, normal platelet counts, and liver
function tests. Bronchial asthma exacerbation was also ruled out given her auscultatory findings. Peripartum
cardiomyopathy was included in the differential diagnosis; however, prior to delivery, the patient did not
have symptoms suggestive of heart failure, her transthoracic echocardiogram features did not show evidence
of heart failure, and her symptoms improved after medical therapy. The presence of chest pain with elevated
troponin levels in the context of methylergometrine injection supported the diagnosis of myocardial
infarction.
Myocardial infarctions related to pregnancy are rare events with 3-10 cases/100,000 deliveries being
reported in the literature [12]. Myocardial infarctions in the setting of methylergometrine use are even rarer
findings. To our knowledge, there are only six cases documenting such events [4-9]. The patients ranged in
age from 22 to 38 [1-6]. In a majority of the cases, there were no relevant cardiac risk factors or significant
past medical history. The onset of symptoms ranged from 15 minutes after administration of
methylergometrine to five days later [4-8]. Two cases reported onset of symptoms in 15 minutes and 3
hours; both were post-IM injections [6,13]. This was compared with oral methergine, in which chest pain
started at the third to fifth day [4-5,9]. Our patient had onset in three minutes and peaked at 20 minutes,

2021 Fayed et al. Cureus 13(12): e20068. DOI 10.7759/cureus.20068

4 of 6

which coincide with the available pharmacokinetics of methylergonovine [3]. Based on the manufacturer
data, the onset of action after IV administration is immediate compared with 2-5 minutes after IM
administration and 5-10 minutes after oral administration [3]. In pharmacokinetic studies following 0.2 mg
IM injection, a mean peak plasma concentration of 5918 ± 1952 pg/mL was observed at 24 ± 12 minutes
[3]. The most common presenting symptom was chest pain [5-9]. Additionally, a majority of the cases were
accompanied by ECG changes that showed ST-segment elevation [4-6]. Coronary angiography was also
performed in two of the cases showing significant stenosis of coronary arteries [4,5]. Echocardiography was
performed in two of the cases showing left ventricle dyskinesia [5,7]. There was also one case that reported
subsequent mortality following methylergometrine use [8]. We were also able to find two cases that
mentioned pulmonary edema and dyspnea following administration of methylergometrine, but with the lack
of chest pain or ECG changes [9,10].
This case report highlights the importance of considering the benefits and risks of methylergometrine in
managing every case. There is a very small risk of myocardial injury and infarction; however, clinicians
should not delay administering methylergometrine during life-threatening bleeding secondary to uterine
atony. As a matter of fact, delaying in the administration of uterotonic medications was implicated as an
important risk factor in the development of severe postpartum hemorrhage with a resultant increase in
maternal morbidity and mortality [14]. Other pharmacological alternatives to methylergometrine have their
own side effect profile, e.g., carboprost and misoprostol [15]. Further, it is not uncommon for patients to
require treatment with more than one uterotonic drug to achieve adequate uterine tone.

Conclusions
Myocardial infarction can happen in the setting of methylergometrine use. Chest pain is a common
presenting symptom especially if the patient was under regional anesthesia. This pain can happen within a
few minutes of administration. Early recognition and prompt treatment is the key to management. It is
worth mentioning that the risk of myocardial infarction is extremely low, and this should not hinder
clinicians from administering methylergometrine during left-threatening bleeding secondary to uterine
atony.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1.

2.

3.
4.
5.
6.
7.
8.

9.
10.

11.
12.

de Groot AN, van Dongen PW, Vree TB, Hekster YA, van Roosmalen J: Ergot alkaloids. Current status and
review of clinical pharmacology and therapeutic use compared with other oxytocics in obstetrics and
gynaecology. Drugs. 1998, 56:523-35. 10.2165/00003495-199856040-00002
de Groot AN, van Dongen PW, van Roosmalen J, Eskes TK: Ergotamine-induced fetal stress: review of side
effects of ergot alkaloids during pregnancy. Eur J Obstet Gynecol Reprod Biol. 1993, 51:73-7. 10.1016/00282243(93)90193-G
Novartis. Methergine® (methylergonovine maleate) . (2012).
https://www.accessdata.fda.gov/drugsatfda_docs/label/2012/006035s078lbl.pdf.
Yaegashi N, Miura M, Okamura K: Acute myocardial infarction associated with postpartum ergot alkaloid
administration. Int J Gynecol Obstet. 1999, 64:67-8. 10.1016/S0020-7292(98)00212-4
Nall KS, Feldman B: Postpartum myocardial infarction induced by methergine. Am J Emerg Med. 1998,
16:502-4. 10.1016/s0735-6757(98)90002-x
Ko WJ, Ho HN, Chu SH: Postpartum myocardial infarction rescued with an intraaortic balloon pump and
extracorporeal membrane oxygenator. Int J Cardiol. 1998, 63:81-4. 10.1016/s0167-5273(97)00232-5
Taylor GJ, Cohen B: Ergonovine-induced coronary artery spasm and myocardial infarction after normal
delivery. Obstet Gynecol. 1985, 66:821-2.
Bateman BT, Huybrechts KF, Hernandez-Diaz S, Liu J, Ecker JL, Avorn J: Methylergonovine maleate and the
risk of myocardial ischemia and infarction. Am J Obstet Gynecol. 2013, 209:459.e1-13.
10.1016/j.ajog.2013.07.001
de Labriolle A, Genée O, Heggs LM, Fauchier L: Acute myocardial infarction following oral methylergometrine intake. Cardiovasc Toxicol. 2009, 9:46-8. 10.1007/s12012-009-9031-9
Bertrand ME, Lablanche JM, Fourrier JL, Traisnel G: Percutaneous transluminal coronary angioplasty in
patients with spasm superimposed on atherosclerotic narrowing. Br Heart J. 1987, 58:469-72.
10.1136/hrt.58.5.469
Spaulding C, Weber S, Guerin F, D’Hallivillee P: Coronary artery spasm triggered by oral administration of
methylergometrine. Lancet. 1991, 338:317. 10.1016/0140-6736(91)90458-2
James AH, Jamison MG, Biswas MS, Brancazio LR, Swamy GK, Myers ER: Acute myocardial infarction in
pregnancy: a United States population-based study. Circulation. 2006, 113:1564-71.

2021 Fayed et al. Cureus 13(12): e20068. DOI 10.7759/cureus.20068

5 of 6

13.
14.

15.

10.1161/CIRCULATIONAHA.105.576751
Lin YH, Seow KM, Hwang JL, Chen HH: Myocardial infarction and mortality caused by methylergonovine .
Acta Obstet Gynecol Scand. 2005, 84:1022. 10.1111/j.0001-6349.2005.0058d.x
Driessen M, Bouvier-Colle MH, Dupont C, Khoshnood B, Rudigoz RC, Deneux-Tharaux C: Postpartum
hemorrhage resulting from uterine atony after vaginal delivery: factors associated with severity. Obstet
Gynecol. 2011, 117:21-31. 10.1097/AOG.0b013e318202c845
Breathnach F, Geary M: Uterine atony: definition, prevention, nonsurgical management, and uterine
tamponade. Semin Perinatol. 2009, 33:82-7. 10.1053/j.semperi.2008.12.001

2021 Fayed et al. Cureus 13(12): e20068. DOI 10.7759/cureus.20068

6 of 6

